Ó Springer-Verlag 2007 Dear Sir, I am sorry to have forgotten to cite in references the excellent paper of Verlaan published in Spine in 2004, in which the author provided a systematic review of the literature concerning the surgical treatment of traumatic fractures of thoracic and lumbar spine. However, his coauthor Oner was cited in our paper. I note that, according to their review, the gain of correction is lower and the loss of correction is higher in this review for comparable followup. It is said that: '' no surgical method is able to maintain the corrected kyphosis angle''. Conversely, according to our experience, this statement is not confirmed. In our series the deformity seems lower because of the Farcy Sagittal Index.
In our opinion, the description of the fractures operated is clear: only pure violent trauma as described (home and road accidents, industrial and sport injuries) and not pathological fractures secondary to a spine disease. We are sincerely sorry if there is any confusion for the reader.
In our mind the fusion is done all along the construct. In the lumbar spine we perform a short-rod/long-fusion type of construct whereas in the thoracic area the construct is a long-rod/long-fusion type. Thoracic spine fusion is not a problem, as shown in scoliosis surgery, for example. By doing the way we explained, the instrumentation can stay in place and removal is not necessary. Unfortunately, the reviewer of this paper asked us to shorten this part of the paper and these details were cut down.
The anterior bone grafting is done by video assisted technique. This method is really very fast with a scar of 5 cm. On a routine basis, the decision is taken after the ''warm'' time during a fracture staff (every 6 weeks) and the patient is scheduled for cold surgery. The end plate fused is the injured one, i.e. generally the superior endplate of the fractured vertebra. The disc is removed and an ALIF is done. If there are two levels, two ALIFs are performed. If the fracture is A2 (vertical line) we do a bilateral discectomy and we put a chisel in the fracture to open the fracture line. A rip can be placed in this gap and generally bone substitutes in the disc space (Fig. 7) . We do not perform corporectomy and the whole procedure is very fast, i.e. around an hour. As we said before, the technique was initially fully described in the paper, but had to be shortened upon reviewer's request.
For the mistakes in the table index and in the text, we agree totally with the reader but we are unable to say whether this is the editor's or author's responsibility.
We thank the author of the letter for his interest in our publication. We hope that he understood the strategy of treatment and, why not, he will perform it in the near future using the in situ bending technique.
